The health of a population and the development of health services in a country at a particular time in history are directly linked to the socioeconomic system. This paper discusses health and health services in the Malay Peninsula during the time that it was a British colony. Economic production under British colonialism, which is basically a capitalist system, is organized primarily for the purpose of realizing profits. The health of the population is in direct conflict with and generally subordinated to this main objective. The pattern of health that emerges reflects this general framework. Moreover, health services under the colonialist system are developed primarily to serve the economic interests of the colonialists. Hence, the structure of health services is biased toward curative medicine and centered mainly in the urban areas.
This paper discusses the pattern of health and the development of health services in the Malay Peninsula from the late-nineteenth to mid-twentieth century, the period in which it was a British colony.' The analysis is based on the premise that the health of a population and the development of health services in a country at a particular time in history are inextricably linked to the socioeconomic system. Therefore, the pattern of health and the structure of health services in colonial Malaya have to be understood within the framework of the socioeconomic system which prevailed then-the capitalist or free enterprise system.
It is generally agreed that the capitalist system is primarily geared to the pursuit of profits, with production organized chiefly for this purpose. In the capitalist system, the health of an individual is primarily defined in terms of his or her ability to work and is generally subordinated to the main objective of making profits. Production organized for profit maximizing may not be conducive to the well-being of the workers. In fact, it often directly contributes to the ill health of workers, for example, by requiring workers to work for long hours in unhealthy conditions (if healthy conditions are more costly to maintain) and for very low pay (which forces them to live in poor conditions with insufficient nutrition). Since taking care of the health needs of the workers usually incurs costs and may cut into profits, the cost of health care often conflicts with the profit-maximizing interests of capitalists.
On the other hand, however, it is also in the capitalists' interests to have a healthy and, hence, more productive labor force. The worker often need not necessarily be in prime physical condition, but should be free from debilitating diseases and able to work well. This concern therefore has to be balanced against the preoccupation with saving costs. It is often the state or government which takes over responsibility for providing health care. This serves to legitimize the role of the state. Also, capitalists do not have to directly bear the responsibility and costs of providing health care for their workers. While government expenditure is supported by government revenue, which ultimately comes from the productive efforts of the people, this source tends to be obscured and the government may be seen as the benevolent supplier of health services.
It cannot be denied, however, that public health services tend to improve with capitalist development. Capitalism as an economic system represents a historical advance for mankind. It has resulted in greater production and scientific and technological progress. While its primary motive force is not an equitable distribution of its achievements, working people have often successfully fought for an improvement in living conditions, including uplifting the overall health status of the people.
PROBLEMS WITH THE DATA
The health data that are used here are largely from government hospital records. Government hospital statistics are not truly representative of the actual health situation in the country. This is the case firstly, because more developed areas will be more heavily represented than less developed areas due to the uneven regional distribution of hospitals. Secondly, it should be realized that a high proportion of ill health, especially nutrition-deficiency diseases that exist at a subclinical level (i.e. below a level at which clinical symptoms are manifested) do not even come to the attention of hospital authorities. Thirdly, admission policies may be different for different hospitals or there may be changes of admission policies from one period to another. For example, people suffering from anemia might be admitted during one period but at other times they might just be given iron pills and sent home to recover. Admission policies may also be largely influenced by the number of beds or the number of doctors available. Thus, in some cases a record of greater incidence of diseases may be due to more physicians or clinics becoming available rather than to any actual increase in disease incidence. Therefore, in interpreting government hospital statistics, it is more illuminating to look at relative numbers and to identify trends rather than to attach any importance to absolute numbers.
There are also problems associated with obtaining data from categories such as "leading causes of death" or "selected causes of death." For one thing, diseases that afflict a lot of people but are not fatal will not appear in "leading causes of death." Also, a disease that drops out of consideration after some time may still be occurring or even be quite a large health problem but may have been beaten out by some other disease as a "leading" one. "Selected causes of death" is an even more dubious category for analysis, since it is not known what the criteria are for selection of data. Faulty, inconsistent, or insufficient diagnoses present yet another category of problems. For example, influenza is often faultily diagnosed as pneumonia in many Third World countries. Another important thing to note is that protein-calorie malnutrition never appears as a category in any of these statistics, although it is generally known that moderate protein-calorie malnutrition, at least, is widespread in Peninsular Malaysia (1) and may be an underlying cause of death in many different categories of diseases. The lack of differentiation between children and adults also has a very limiting effect on the interpretation of data. This is because the occurrence of certain diseases carries different implications in children and in adults. Diarrhea, for example, is a trivial problem for adults but often kills when it happens in malnourished children.
BACKGROUND: COLONIAL DEVELOPMENT
Before the advent of British colonialism, the Malay Peninsula was sparsely populated. Its inhabitants of no more than a quarter of a million lived in small settlements along the coasts and rivers and were mostly farmers and fishermen (2). Nothing very definite can be said about the health conditions then, although the President of the Malayan Branch of the British Medical Association in 1948, J. H. Strahan (3), claimed "Malaya, in its earliest days, before the British Occupation, for a tropical country, was a surprisingly healthy one. It was relatively free from the dangerous epidemic infectious diseases, and the strange parasitic infestations of other lands. Even malaria was not apparently a scourge, although it was present and full of potentialities for evil." Malay medical practices were laced with folklore and customs. Being at the crossroads of many trade routes, however, Malaya received diverse cultural influences, especially from Indian and Arab cultures. It is not surprising, therefore, that Malay medical practices were heavily influenced by Hindu and Islamic beliefs, Indian folk practices, and Arab modes of treating the sick (4).
European imperialism in Malaya was initially limited to the trading enclaves and the struggle over control of trade and trade routes. As the industrial revolution progressed, however, industrial need for scarce raw materials and a market for industrial products became greater. The struggle over raw materials and markets became more intense and many European countries sought to control the sources of these raw materials by establishing colonial rule over the areas where these raw materials could be found.
Britain ultimately became the dominant colonizing power in the Malay Peninsula. The Treaty of Pangkor signed in 1874 signalled the beginning of the extension of direct British rule in the Malay Peninsula's hinterland through the British residential system. By the turn of the century, British colonial rule had been imposed on most of the Malay Peninsula. It transformed the Malayan economy into a source of cheap raw materials for export to Western countries and into a market for their industrial products. Consequently, economic development was oriented primarily t o the exploitation of natural resources (particularly rubber and tin) by private business, especially foreign investment. In the absence of a willing labor force among the indigenous Malays, large-scale, immigration of people from China, India, and the neighboring island of Java was organized to provide cheap labor. The pattern of public services that developed was geared to support and enhance the profit-making ventures of capitalist miners, planters, and traders. Just as town and port services, mass communication, transport lines, and other public works were built to service the export-oriented enclave economy, so was the spread of Western medicine and health practices.
HEALTH OF THE POPULATION: WORKING AND LIVING CONDITIONS IN COLONIAL MALAYA^
The health problems of the colonized population can be directly or indirectly traced to the nature of colonial exploitation. In order to squeeze the largest amount of profits, workers were paid very low wages, provided with poor living quarters, and forced to work long hours. Many died while the majority survived in poor health. In the early days of mass immigration, extremely high death rates were experienced by early immigrants because of their poor physical treatment by labor contractors and employers.
As late as 191 1, in the Federated Malay States (FMS) a total of 7,162 deaths were recorded in an Indian estate population of 110,000, a mortality rate of 65.1 per 1,000 (2, p. 134). Table 1 shows the extremely high infant mortality and death rates in the FMS during colonial times. The low death rate of the non-Asiatics, i.e. whites, stands out in stark contrast (see Table 2 ). This low death rate is due to the fact that many of the Europeans who were in Malaya were in their young and middle years and, if afflicted by serious illness, possibly would be sent back to their home countries.
The workers were fed subsistence diets and suffered from malnutrition that heightened their susceptibility to tropical diseases. Epidemics spread easily due to the crowded and unsanitary living conditions. According to one account (2);
The 1890 Straits Settlements Labour Commission Report found that . . . "in many [estates] the quarters were much overcrowded. On one estate the building is divided into a number of rooms about ten feet square, in which six people are usually put. Other rooms in the same building are 21 feet by 14 feet, and in one of these, 18 people were living, men and women indiscriminately. Sometimes three married couples are together in one small room, in other cases one or two couples, as well as married men." Sick or dead workers could and were easily replaced by further immigration. Sick and decrepit workers were quickly repatriated to their home countries. For example, in the 1915 Annual Report for the Federated Malay States, it was reported that large numbers of unemployable and sickly persons were repatriated in the previous year (5). It was admitted in the 1931 Annual Report for the Federated Malay States that the great improvement in health that year was due to large numbers of laborers being repatriated (6).
Eventually, however, as capitalist production became more rationalized, and even more so when curbs on immigration were introduced, it became more profitable to maintain a stable and relatively healthy work force. Estates were eventually required to set up their own hospitals. Thus, capitalist and economic rationality eventually led to the further development of health and medical facilities in Malaya.
2The pre-1948 sources used for this paper are primarily on Federated Malay States and the Straits Settlements, as these are more readily available. Ideally, sources on the Unfederated Malay States should have been sought as well. 
DISEASE PATTERNS IN COLONIAL MALAYA
For purposes of analysis, the diseases prevalent in the Malay Peninsula in the early twentieth century can be divided into two main groups: (a) diseases for which exposure to the disease is a primary criteria for its spread, and (b) diseases for which susceptibility is primarily due to low resistance on the part of the individual rather than to exposure to the disease? 3The division between these two categories of diseases is, of course, not a hard and fast one. There are many overlapping cases and interrelationships between the various diseases. For example, it is widely documented that those who suffer from malnutrition are often more susceptible to infectious diseases such as malaria or even measles.
In the first category are infectious diseases and diseases of the gastrointestinal tract (or water-borne diseases). Although these diseases can be controlled to a certain extent by inoculation and vaccination campaigns or by improvements in sanitation and water supply, they tend to spread easily among both rich and poor, city dwellers as well as rural people, and can affect everyone-Europeans, immigrants, as well as the indigenous population-regardless of individual resistance, nutritional, or health status. The second category is made up of nutrition deficiency and respiratory diseases, diseases related to bad living conditions and poverty. These include beri-beri, anemia, diarrhea and enteritis: tuberculosis, diphtheria, and pneumonia. Although protein-calorie malnutrition was not recorded or mentioned, it must have been widely prevalent as evident by the large number of deaths from diarrhea. For this set of diseases, an individual's health status and resistance is an important factor in determining the outcome of the disease. Good living conditions and nutrition will provide strong resistance against such diseases. This of course meant that British colonial expatriates in Malaya were hardly affected by this group of diseases.
Of all the infectious diseases prevailing in the first half of the twentieth century, malaria was the most rampant and uncontrollable.' The indiscriminate and largescale clearing of jungle land for mining and agriculture, especially rubber cultivation, upset the ecological balance and gave rise to endemic malaria throughout the country.
According to Strahan (3), "Wave after wave of ill-health . . . swept the country following the introduction of rubber in 1905." In 1900, it was reported in the Annual Report for Negeri Sembilan (7) that there was ". . . a great deal of fever, which affected more especially the newly arrived immigrants from India, but also the Malay inhabitants."
Malarial cases constituted the largest number of hospital cases in the FMS in the early 1900s (8). For example, in 1915 the proportion of malarial cases in one state was 27.52 percent of total cases (9). Deaths from malaria in the FMS were 44 percent of total deaths in 1915 (S), 47 percent in 1920 (lo), and 42 percent in 1925 (11). In 1930 malaria was responsible for 50 percent of hospital admissions in Pahang and 25 percent of hospital deaths (12). A lot of effort was spent in trying to eradicate it, but up to the period just before the Second World War, "[as] the main cause of sickness malaria still held pride of place" ( 3 , p. 229). In fact, it was reported that malaria continued to be a big problem during the Japanese Occupation (13) . Describing conditions in the state of Selangor, Milne (14) wrote in 1948, "Despite thirty years intensive work on malaria control which has proved its value in the large towns and on estates, malaria continues to head the list as the most important cause of sickness in the state."
Other prevailing infectious and water-borne diseases were cholera, smallpox, 4Diarrhea and enteritis are placed under the category of nutrition-related diseases, even though they are often considered gastrointestinal diseases. This is because of the connection that exists between deaths from diarrhea and the condition of malnutrition (especially in children), although cases of diarrhea that do not result in death may be considered a gastrointestinal illness. Some degree of flexibility is maintained here, however, and diarrhea is also discussed as a gastrointestinal illness.
'This disease was also a major problem in other areas of colonialist expansion. For example, malaria and yellow fever prevented France from building a canal across the Isthmus Panama. Subsequently the United States succeeded with the help of medical men. venereal diseases, typhoid fever, and yaws. These diseases, however, were not as widespread as malaria, except perhaps for venereal disease reported to be one of the principal diseases in the Annual Reports of the FMS from 1905 onwards. We should expect, also, that a large proportion of infectious diseases were not recorded and were largely attributed to immigrants from India and China travelling under crowded and unsanitary conditions. For example, in 1917 it was reported that out of 49 ships carrying immigrants, 11 were infected with smallpox and one with cholera (1 5).
Thus, these were easily controlled by instituting quarantine services. In fact, some of those afflicted were probably sent back t o their country of origin. Strahan in 1948 reported that some immigrants found to have leprosy were sent back to India (3). The Port Quarantine Service was established in 1900, and by 1911 it had cut out all but very minor outbreaks of dangerous infectious diseases (3, p. 228).
Respiratory and nutritional deficiency diseases such as dysentery, diarrhea, anemia, and pulmonary tuberculosis formed the majority of the leading diseases in the first half of the twentieth century. For example, it was reported in the Annual Report for the State of Perak for 1895 that, "More than three-quarters of the cases treated in hospitals are attributable to six diseases: beri-beri, bowel complaints, ulcers, malaria fevers, venereal diseases and pulmonary diseases" (16) , and in 1905 the diseases causing the largest number of hospital admissions in the Federated Malay States after malaria were beri-beri and then dysentery (8).
Beri-beri was a major killer in the 1890s and the first decade of the twentieth century. Beri-beri is a disease caused by the lack of vitamin B-1 (thiamine) that can be found in the external layers of grains, including rice. This layer is removed from rice grains during machine milling which produces polished white rice that has no vitamin B-1. This disease mainly affected the Chinese immigrants whose work as tin mine laborers involved great physical exertion and whose diet consisted primarily of highly milled rice plus salted fish and little else (1). If their diets were supplemented by other nutritious foods such as meat, which also has vitamin B-1, losses of this vitamin from rice would not be so critical to their health (1 7).
The epidemic of beri-beri in the late nineteenth and early twentieth century coincided with the opening of new mines and the introduction of machine milling of rice (l), which denudes rice grains of vitamin B-1. Milne (14) drew the connection between beri-beri and the socioeconomic status of the coolies when he said that, "The increase in cases . . . was said to be due to the opening of new mines and increased rainfall; new mines meant new Chinese coolies who were found ready victims to beri-beri, presumably they received less pay and were unable to buy extra food." It was reported that in 1904, 31 percent of the Chinese in Federated Malay States had beri-beri; in 1905,28 percent of them had the disease (8).
Initially the cause of beri-beri was not known. When it was finally realized that the disease was caused by a lack of vitamin B-1, cured and parboiled rice (rice specially processed so that the vitamin B-1 is retained) was used in hospitals and prisons. In 1910, for example, it was reported in the Annual Report for the State of Selangor that the use of cured rice in hospitals had resulted in lower deaths from beri-beri (18) . In 1920 rice control was instituted in the Federated Malay States and parboiled and undermilled rice was sold in place of the highly polished Siamese variety (10). This must have had a limited impact, as it was reported in the 1930 Annual Report for the State of Negeri Sembilan that there was a marked increase in beri-beri cases due to widespread unemployment among the Chinese population (3, p. 232).
Descriptions of poor living conditions and inadequate nutrition of immigrant workers by various historians (2, 19) lead one to expect that protein-calorie malnutrition must have been a widespread phenomenon. In fact, it has been reported that the diet of the Indian laborer was ill balanced and lacking in protein, especially animal protein (20). Diarrhea, dysentery, and anemia were common causes of death in colonial times. In 1900, 5,149 cases of diarrhea and dysentery occurred among coolies in the State of Perak (21), and it was stated in the Annual Report for the State of Selangor (22) that in 1900, "diarrhoea and dysentery are the diseases which keep up the mortality in our hospitals." In 1905 bowel complaints, especially dysentery, were responsible for about one-quarter of all deaths among Chinese in the State of Selangor (23). Anemia, too, was a relatively important problem. In 1900, for example, it caused 802 cases and 125 deaths in the State of Perak (21).
Vitamin A deficiency, anemia, and diarrhea were very common among Indian estate laborers (3). This is not surprising given the extremely poor living conditions on the estates. In fact, it has been documented that around 1910 on some estates, as many as 60 to 90 percent of the laborers died within a year of their arrival (19, p. 171) Table 5 is computed from the number of deaths in government hospitals while Table 6 is computed from the number of hospital admissions. On the other hand, Tables 7 and 8 compare the percentage of deaths and disease cases with respect to total population. These tables show the trends for each type of disease incidence in the population independently of other sets of diseases.
From Tables 5 to 8 it can be seen that there has been a real decline as well as a decline in relative share of infectious and water-borne diseases. Tables 3 and 4 show that most of this decline is due to a decline of incidence and deaths from malaria. Malaria, which made up one-third to one-half of the total infectious diseases in the table, declined by a factor of eight in terms of the number of admissions and by a factor of almost ten in number of deaths. This perhaps indicates that the antimalarial measures undertaken during this period did meet with some success.
Relative to the other set of diseases, nutrition-related and respiratory diseases registered an increase from 1948 to 1956 (see Tables 5 and 6 ). The increase in proportion Dashes indicate that the number of deaths from that disease in that year was smaller than the minimum number from any other disease in that year and thus was not reported. bDashes indicate that the number of deaths from that disease in that year was smaller than the minimum number from any other disease in that year and thus was not reported. Table 5 Relative shares Table 8 Percentage Printers, Kuala Lumpur, 1948 -1956 of deaths was mainly due to nutrition-related disease, while there was an increase in the proportion of cases for both nutrition and respiratory diseases. Table 7 , however, shows a decline in the percentage of deaths of total population from nutrition and respiratory diseases, the larger part of the decline having occurred due to respiratory diseases. On the other hand, there was an increase in the percentage of cases in terms of total population for these diseases. The decrease in deaths may have come from better and more effective treatment being made available, while the increase in cases means that the conditions that gave rise to these diseases were perpetuated. On the whole, it should be noted that nutrition and respiratory diseases account for three times as many deaths as infectious and water-borne diseases. Over the period 1948-1956, these diseases showed no definite signs of being eliminated. Table 9 shows the case mortality for the different sets of diseases. It can be seen that the case mortality for each of the set of diseases dropped from 1948 to 1956, except for nutrition-related disease. This means that treatment has become more effective for infectious, respiratory, and water-borne diseases but not for nutritionrelated diseases.
DEVELOPMENT OF COLONIAL HEALTH SERVICES AND THE HOSPITAL SYSTEM
A great deal of effort was put into attempts to eradicate infectious diseases, particularly malaria, during the colonial period.6 This was largely due to two reasons. Firstly, the labor force was decimated by malaria, and this constituted a serious threat to the development of the prewar rubber industry. Secondly, it was threatening the lives of the colonial expatriates themselves. For example, in 1910 malaria was the chief cause of admissions to the European hospital in Selangor, accounting for 37.34 percent of all cases, 72.2 percent of which came from the estates (18) . Even then, the president of the Malayan Branch of the British Medical Association complained in 1948 (3, p. 230), "The adoption of a sound preventive policy irrespective of its effects on the dividends of rubber companies and the development of cheap control measures for rural areas like this was still one of the main problems to be tackled." In fact, the estate owners often blamed the indigenous Malays for spreading malaria, forgetting that the clearing of land for their own estates was the original cause of the disease (3, p. 220). In comparison, efforts taken to eliminate nutrition deficiency and povertyrelated diseases were more limited.
The British colonial administration was solely responsible for extending public medical and health services on a national level. It was primarily concerned with providing for the health care of colonial officers, British businessmen, and their native employees. Thus, hospitals and health centers were established in the towns and ports for the benefit of the administrative and merchant classes and their workers, the majority of whom were foreigners and Asian immigrant workers. In the rural areas, where the bulk of the indigenous Malay population lived, health services were generally established only in and around the major rubber estates. Table 9 Case mortality in government hospitals, Environmental health services-such as drainage, water supplies, sewerage, clearing, and spraying of jungle land-were also concentrated in areas of colonial economic enterprise. For example, it was because malaria was a threat to the health and life of the white colonial, particularly the rubber planter, and also because it adversely affected the labor force whose work was required, that it was so determinedly eradicated. Nevertheless, the positive results of these health measures have been emphasized as an example of the beneficial effects of colonialism. They were held up to show that the colonial government "cared" for the people, and also that it had command of a superior technology with which to "solve" the people's problems. In such a way, the colonial government justified and sought to maintain its rule.
Thus, we see why the British did make the effort to provide health and medical services to the working classes of Malaya. It is often pointed out that Malaya was left with a far better health system than most other colonized countries, that it has a more developed rural health service and a relatively decentralized health administration, there being a general hospital in the capital city, Kuala Lumpur, and one in every state (24). This can be easily understood within the context of the colonial capitalist economy. Rubber plantations, tin mines, commercial centers, and ports all thrived on the exploitation of cheap labor. Low wage costs contributed to high profits. A reasonably healthy worker-that is, one who is free from disease, though not necessarily in the best physical condition-can be worked harder and for longer hours. For this reason, many British estates established regular health care services for their workers, including check-ups, inoculations, and vaccinations.
The health care provided on estates satisfied legal requirements, though from a health point of view it was minimal and far from satisfactory. The estates either funded these services themselves, or as was more likely, influenced the colonial government to do so. This explains the spread of public health services into the rural areas where the estates were situated, as well as in the town. The distribution of such services tended to favor the larger and more influential (usually foreign) businessmen and companies who could get the government to subsidize their health costs. This gave them a less sickly and more efficient labor force and hence a competitive edge over smaller businessmen.
Colonial health expenditures, borne by taxes raised from the local people, were primarily devoted to establishing health and medical services for the colonial expatriates and supporting classes. The bulk of expenditure went to curative rather than preventive services, that is, mostly to urban hospitals that employed up-to-date Western medical technology to treat diseases suffered by the British and relatively well-off urban population. There was a lack of emphasis on community and rural medicine. Some trickle-down benefits went to the rest of the people, but these were often slight.
The urban working class had access to the same hospitals serving the British and the local middle classes, but received considerably inferior treatment in the lower "class" facilities. Wards were "classed" according to the financial status and quality of care received by patients. In fact, Europeans had their own wards called "European Wards." Exclusive "European hospitals" were also set up. For example, there was the European hospital in Selangor. In 1910 it was recorded that 50 percent of the patients in this hospital were planters, and out of the 239 cases treated in that year there were only four deaths (18) . In 1915 the European hospital opened at Batu Gajah was earmarked to be one of the best in the region, complete with equipment from England (25). Far more resources, personnel, medicines, and facilities were devoted to caring for the rich than the poor, who had to contend with long delays in treatment, hasty diagnosis, and indifferent medication.
In addition to government services, there was a parallel development of private medical services under colonial rule. In the main urban centers private medical practices and hospitals were set up, largely serving the upper and middle classes and their specialist needs which could not be satisfactorily met by government services. The Chinese businessmen especially, established their own hospitals for the Chinese community, both for the workers as well as themselves. As early as 1895, it was reported (26) that in Selangor, "the Tai Wah ward of the Pauper Hospital, an asylum for indigent and incurable persons of Chinese nationality, which is mainly supported by voluntary contributions, was fully occupied during the whole year," and that "the Tung Shin Hospital . . . is solely supported and managed by the Chinese." Other examples of such hospitals in Pahang were the Loke Yew Hospital in Bentong, the Tung Shin hospital also in Bentong, and the Chong Heng Kongsi Hospital in Gambang (27, 28) .
Thus the development and distribution of health care services in Malaya during the period of British Colonial rule were influenced both by the economic need to provide capitalists with a tolerably healthy work force and the political need to win support for the government among the people. Private and some exclusive public services provided for the health needs of the colonial expatriates and the dominant local classes. In comparison, medical services for the immigrant workers and indigenous Malays were terribly inadequate.
MEDICINE AS IDEOLOGY AND SOCIAL CONTROL
The health care system perpetuates the dominant ideology of society and in this way helps to reinforce the social control that the rulers have over the ruled. During colonial time many doctors were white (for example, in 1937, 137 out of 304 doctors were European) and in line with the dominant idea at that time that the white colonialists were superior to the Asian races, the image of the doctor as a very powerful person was reinforced. The superiority of Western medical technology in turn reinforced the conception of the white colonialists as superior beings. This, together with the hierarchical structure of the health system and the elitist attitudes of the doctors, probably made the patient feel utterly powerless in the face of his own ill health and at the mercy of the medical demi-gods.
I11 health was also often blamed on the sick themselves rather than on the socioeconomic system or the environment. For example, the poor nutritional status of Tamil laborers was considered an outcome of their parsimonious habits (3, p. 232) and diarrhea and dysentery were blamed upon the patients' own behavior rather than the bad water supply (22). In the classic case of beri-beri, which is caused by a lack of vitamin B-1 , the disease was blamed on Chinese culture or on the Chinese laborers (the victims themselves) for preferring white rice to unpolished rice, rather than on their low wages that did not allow them a more adequate diet than mere white rice and salted fish. Admittedly unpolished rice would have provided the vitamin B-1 that is needed, but this would be unnecessary if the workers had a more adequate diet in terms of other protein and vitamin sources.
Despite the growth of Western medical services, many people, especially in the rural areas, continued to rely on traditional folk medicine. This has often been blamed on the ignorance, superstition, and backwardness of the people. However, there are more plausible reasons for this resistance to Western medicine. Many people living in the rural areas lacked easy access to modern health facilities, besides generally being unable to pay the cost of modern treatment and drugs. Also among the poor there was often a reluctance to encounter the harsh and impersonal treatment meted out to them at the modern health centers. Further, a colonized people may consciously or unconsciously regard Western medical technology as yet another threat to the cohesion of traditional society, and may thus react with hostility toward it.
The evidence that health services were used by colonial rulers as a political weapon as well as an economic tool is clear. Medical services for the Orang Asli,' for example, were not provided until late 1954, when the British Army funded and established a hospital and jungle health service exclusively for them. This was a means to win the support of the Orang Asli in the counterinsurgency efforts against the Communists.
SUMMARY AND CONCLUSIONS
There have doubtlessly been improvements in health due to better living and working conditions, even during colonial times. Capitalism as a mode of economic organization has defmitely led to the development of production. Coupled with the need for healthy, productive workers and the struggles of labor, this has led to better living and working conditions which in turn have led to a healthier population.
It should be remembered, however, that the bulk of the health problems prevalent in Colonial Malaya were created by colonial ventures in the first place. Clearing of land for colonial expansion gave rise to conditions for the spread of malaria. Largescale immigration of workers under unhygienic conditions led to the spread of infectious diseases such as cholera and dysentery. Finally, the poor living and working conditions of the workers gave rise to malnutrition, deficiency diseases, and tuberculosis.
In tackling these health problems, the first priority for the colonial administration was of course the protection of the European expatriate community. Hence exposuredominated diseases such as malaria and cholera, which affected the Europeans themselves, took precedence. Later on, however, and especially when immigration was curbed, it became important also to protect the workers from these diseases. Susceptibility-dominated diseases, e.g. tuberculosis and deficiency diseases, were more intimately related to the socioeconomic system and any serious attempts to eradicate these diseases would have meant a fundamental change in the status quo. Thus there was relatively little attention given t o these diseases.
Western health services were first set up by the East India Company for its employees. The state later took over the role of providing health care, supposedly 'The Orang Asli, literally "original people," are the aboriginal people of the Malay Peninsula.
for the entire population. In providing health care, the state legitimized itself as a benevolent guardian of the people, although the group of people it really served were the expatriate Europeans.
With their concern for a healthier environment for themselves as well as for a healthier work force, the British colonialists have set up hospitals and research centers-the Institute for Medical Research, for instance. These advances were of benefit to the colonial administration and their military apparatus throughout the tropics, not only in Colonial Malaya. The basic health structure which subsequently became the framework of the present health care system was set up by the British colonialists. The benefits notwithstanding, we must not forget the basic intentions of the British and hence the interests and biases that their health system was built to serve.
